Une traduction en français de ce résumé figure à la fin de l'article. Al final del artículo se facilita una traducción al español. ‫اﻟﺘﺮﺟﻤﺔ‬ ‫اﻟﻌﺮﺑﻴﺔ‬ ‫ﻟەذە‬ ‫اﻟﺨﻼﺻﺔ‬ ‫ﻓﻲ‬ ‫ﻧەاﻳﺔ‬ ‫اﻟﻨﺺ‬ ‫اﻟﻜﺎﻣﻞ‬ ‫ﻟەذە‬ ‫.اﻟﻤﻘﺎﻟﺔ‬
Introduction
The Cambodian public health-care system is financed through a national budget, donor funding and user fees. However, two-thirds of total health expenditure consists of patients' out-of-pocket spending at the time of care, mainly for self-medication and private services.
Van Damme et al. 1 found that the proportion of health expenditure in the private sector may be considerably higher than in the public sector. Private sector attracts most out-of-pocket Publication: Bulletin of the World Health Organization; Type: Lessons from the Field Article DOI: 10.2471/BLT.08.053058
Page 6 of 1 spending -due to a lack of trust in public services and poor quality resulting from low public funding -but user fees remain a barrier to access to public services for the poor. The right to implement user fees at government facilities was approved by the 1996 National Health Financing Charter. While implementation of official user fees helped to control under-the-table payments, 2, 3 it also deterred poor patients from seeking care. 3 The approved user-fee exemption system has been inadequate in the absence of appropriate subsidies.
3,4
Pro-poor purchasing
To fund exemptions and address the problem of access for the poor, decentralized health equity funds (HEFs) emerged in 2000 as third-party payers for impoverished patients in which a fund is managed at district level by a local agent. Identified poor patients receive reimbursement for transport and food costs and free care at government health facilities.
Facilities are reimbursed monthly by the HEF scheme for foregone user fees.
The functional framework developed by The world health report 2000 identifies four main health financing roles -revenue collection, pooling, purchasing of services and provision of health care. 5 The Report defines purchasing as "a process by which pooled funds are paid to providers to deliver a specified or unspecified set of interventions".
According to this functional framework, HEFs can be identified as a purchasing mechanism, as illustrated in Fig. 1 . Early pilots of HEFs already emphasize their "potential to represent the poor for whom [they] purchase health care". 6 In practice, HEF schemes use subsidies pooled at district level to purchase public health services for the poor. Today, these subsidies come from both donor and government funds.
We examine here the mechanisms by which HEFs exercise their purchasing function and look at the benefits and outcomes in terms of increased access for the poor. We first identify the determinants of access that need to be addressed by a purchasing mechanism such as an HEF. Then we define the essential roles of an HEF scheme and how these roles contribute to overcoming access barriers for the poor. Our analysis uses data from our own study of HEF beneficiaries and fee-paying patients, combined with key informant interviews, in one urban and one rural location. 7, 8 We also use evidence from the field provided by earlier studies. Lessons learned are summarized in Box 1.
Barriers to health services Table 1 codifies the main barriers to access to services for the poor in five main categories.
This builds on previous work and findings from the first phase of our study. 7 Hardeman et al. 6 define four major constraints to equitable access: financial, geographical, informational and intra-household. Likewise, Jacobs et al. 9 refer to information paucity and lack of community engagement as major barriers. For the purpose of our analysis, we retain five main categories of barriers to access, as illustrated in Table 1 and summarized as follows:
i) physical barriers including distance but also means of transport, restricted opening hours at facility and possibility of encountering long waiting times;
ii) financial barriers including direct and indirect financial costs, informal charges and the opportunity costs of seeking health care;
iii) quality of care, which may be subjective and related to patients' expectations but includes also objective conditions such as clinical skills of staff, availability of drugs and equipment and the functioning of the referral system; iv) knowledge of users, which represents an access barrier when there is lack of information on available services, lack of confidence in facilities and staff and lack of community participation mechanisms; v) sociocultural barriers including constraints related to gender or age, beliefs and cultural preference (e.g. for home care).
Addressing access barriers
The HEFs have successfully met their objectives by raising utilization of public sector services and increasing access by the poor. 7, 8 Several studies in rural and urban settings have demonstrated the positive impact of HEFs on financial access to health services. 6, 9, 10 The Strategic framework for health equity funds, 11 a policy paper published by the Cambodian Ministry of Health in 2003, defines the role of HEFs as financing, community engagement, quality assurance and policy dialogue.
First we look at the financing role. The second phase of our study showed that, depending on the type and location of the facility, up to 28% of HEF-funded patients now using health facilities did not attend public facilities before having an HEF card and that the majority cited financial constraints as the reason. Using a different methodology, this confirms findings by Noirhomme et al. 9 and other studies. 6, 9, 12 These data confirm that the financing role of HEFs addresses the unmet health-care needs of poor families. Jacobs et al. 12 showed that HEF coverage of transport and user fee costs did not guarantee free care
and that patients still incurred debt, presumably to shoulder indirect costs. Our findings showed that, while HEFs do not provide total financial protection, they may increase the opportunity for discretionary use of money. Among our study population, up to 36% of HEF patients in the rural area still borrowed money for the current episode of care, in addition to older debt. In the urban area, borrowing for the current visit was much less among HEF beneficiaries (4%) than among non-beneficiaries (17%).
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Reduced levels of adverse debt and greater awareness of financing arrangements appear to be improved where HEF agents have an active presence in the community, engage beneficiaries in poverty identification and provide strong HEF management. Participants in focus group discussions in our study identified the main source of community information, awareness and empowerment as the HEF agent, with a stronger impact when the agent employed community liaison officers. This reflects the community role of the HEF.
Regarding the quality assurance role, we observed that there was no perceived difference in treatment received by HEF and non-HEF patients. Our study confirmed that HEF patients did not face stigma, were rarely charged unofficial fees (thanks to procedures put in place by HEF schemes) and that HEFs helped to improve overall quality of care.
Noirhomme et al. 10 confirmed that contracting arrangements adopted by HEF schemes ensure accountability of health-care providers and set quality standards.
HEFs have played a positive role in building partnerships between the public sector, civil society and nongovernmental organizations. We refer to this as the policy dialogue 
The policy challenge
HEFs contribute to reducing inequity, increasing access for the poor and building a system of social protection, more so when their purchasing function is fully and effectively managed. Their impact is optimized when a third-party arrangement involved a communitymandated organization active both at facility and community level and engaging in policy Publication: Bulletin of the World Health Organization; Type: Lessons from the Field Article DOI: 10.2471/BLT.08.053058
Page 6 of 1 dialogue. The third party role has been exercised by independent nongovernmental organizations, local HEF committees or local social institutions such as Buddhist or other faith-based organizations. 9 Local government authorities could also be effective HEF fund holders if their capacity to exercise effective purchasing is developed.
HEF coverage now includes more than half of all health districts in Cambodia.
However, their financing role remains the one predominantly recognized by policy-makers. 
Funding:
This research was funded by a AusAID research grant. 
Box 1. Lessons learned
Health equity funds contribute to reducing inequity, increasing access for the poor and building a system of social protection, more so when their purchasing function is fully and effectively managed. Their impact is optimized when a third-party arrangement involved a community-mandated organization active both at facility and community level and engaging in policy dialogue. Local government authorities could also be effective fund holders if their capacity to exercise effective purchasing is developed.
